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Abstract

Original Article

Introduction

Phimosis is a common presenting symptom in paediatric 
outpatients and is defined as the inability to retract the 
foreskin. A big confusion still persists among paediatricians 
to distinguish between physiological and pathological 
phimosis, the former needing a conservative management 
and the latter requiring surgery. This ignorance is a cause 
of an unwanted parental anxiety and unnecessary and 
unethical referrals to paediatric surgeons or urologists.[1,2] 
It creates a great anxiety about the need for surgery among 
patients and more among parents, the referrals being 
unwanted in majority of cases.[1] An awareness needs 
to be created among the paediatricians along with the 

parents about the nonsurgical management options for 
physiological phimosis for better outcomes with minimal 
or no morbidities. In addition, distinguishing features 
between physiological and pathological phimosis should 
be part of their training to minimise unnecessary anxiety 
created by referrals to paediatric surgeons.[2] To the best 
of our knowledge, there are no such studies available in 
the English literature. We, in our study, have attempted to 
find out the level of awareness among the paediatricians 
about this common condition.

Background: Phimosis, a common paediatric condition, is defined as the inability to retract the preputial skin behind the glans. Current practice 
shows there is some confusion among the paediatricians towards this common condition and in differentiating it from the more common 
physiological preputial adhesion; leading to frequent referrals to a paediatric surgeon or a general surgeon, which can be addressed by the 
parents and the child physicians themselves. Aim: To find out the awareness towards the management of phimosis among the paediatricians. 
Materials and Methods: A questionnaire on this topic was generated using ‘Google Forms’ and was circulated among junior and senior residents, 
faculty in various medical colleges and consultants in private practice all over India and their response was collected and analysed. Results: We 
received a total of 221 responses from all over India from paediatric medicine trainees and consultants. Among them, majority (48%) were 
senior residents. According to the survey participants, the most (46%) find inability to retract the prepuce as the major presenting complaint. A 
straight away reference to a paediatric surgeon was preferred by majority of paediatricians (62.9%), though most of them were aware of them 
were aware of physiological adhesions and conservative management (94.2%). There was a belief among 43% about counselling each and 
every patient presenting with phimosis for circumcision. Among the respondents, 60.2% advised ultrasound of kidneys, ureter, and bladder to 
their patients and believed that backpressure changes alter the management of the child. A urine routine examination was advised by 70.1% 
of participants, with 46.6% believing that the presence of urinary tract infection changes the management of phimosis. Waiting up to 1 year 
of age before going for surgery was advocated by 71.5%. A major proportion of respondents (76%) believed all cases of phimosis should be 
referred to a surgeon, only 58.8% would voluntarily follow them up. There is still a belief among 69.7% of participants that all cases of phimosis 
should be referred to a paediatric surgeon and only few of them, 5.4% feel referring only indicated cases. Conclusion: Physiological phimosis 
is a common condition which can be addressed by the paediatricians themselves. Awareness is to be increased among them, especially during 
the training period regarding the proper management of this common condition, avoiding unnecessary circumcisions.
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Materials and Methods

A simple questionnaire comprising 17 questions [Figure 1], 
on this management aspect of phimosis was generated using 
the platform of ‘Google Forms.” This “Google Forms” 
questionnaire was then circulated among the paediatricians 
all over India, in different stages of their career, starting from 
junior and senior residents to faculty at medical colleges and 
consultants in private practice, through e‑mails and social 
media applications, WhatsApp, and Telegram. The responses 
of the participants were recorded on the Google Forms database 
and were analysed. Duplicate responses were excluded. 
Confidentiality was maintained during the entire process. 
The responses were collected over a period of 3 months from 
September 2019 to November 2019.

Results

We received a total of 221 responses from all over India for the 
circulated questionnaire. Among them, majority 48% (n = 106) 
were senior residents, followed by junior residents (n = 46, 
20.8%), consultants in private practice (n = 40, 18.1%) and 
faculty at medical colleges (n = 29, 13.1%).

A significant number of respondents (n = 186, 84.2%) reported 
a consultation of more than 5 cases on an average every month.

Inability to retract the prepuce was the most common 
presenting complaint (n = 101, 46%), followed by ballooning 
of prepuce (n = 71, 32.1%), poor urinary stream (n = 31, 14%), 
urinary tract infections (UTIs) (n = 14, 6.3%) and circumcision 
for religious beliefs (n = 4, 1.8%) [Figure 1a].

Around 62.9%  (n  =  139) paediatricians preferred referring 
the patient to a paediatric surgeon straightaway. Among 
the rest, 13.1% (n = 29) counselled the parents for surgery 
and then referred the patient to a paediatric surgeon or an 
urologist; while 11.3%  (n  =  25) examined the patient to 
determine physiological or pathological phimosis and only 
12.7%  (n  =  28) counselled the parents about conservative 
non‑surgical management [Figure 1b].

Most of the paediatricians (94.1%, n = 208) were aware of 
physiological adhesions and the conservative management 
for the same  [Figure  2a]. However, only 68.8%  (n  =  153) 
advised conservative treatment; while 16.7%  (n  =  37) did 
not advise conservative management and rest 14% (n = 31) 
were not sure about administering conservative management. 
Around 43% (n = 95) paediatricians believed counselling each 
and every patient presenting with phimosis for circumcision; 
while 28.5% (n = 63) were not sure whether to proceed with 
circumcision or not; and the rest (28.5%, n = 63) believed in 
not counselling every patient for circumcision [Figure 2b].

Majority of the participants, 60.2% (n = 133) advised ultrasound 
of the kidneys, ureters and bladder  (USG KUB) to their 
patients, while 20.8% (n = 46) did not advise USG KUB and 
19% (n = 42) were not sure about advising the investigation. 
However, 29.9%  (n  =  66) believed that the presence of 

backpressure changes will modify the management of the 
patients with phimosis, 10% (n = 22) of participants opined 
that the management does not change and 60.2% (n = 133) 
were unsure about the same [Figure 3a and b].

A urine routine examination was advised by 70.1% (n = 155) 
participants, with 46.6% (n = 103) believing that the presence 
of UTI changes the management of phimosis. Around 
14.9% (n = 33) of participants did not advise urine routine 
examination to the patients and 14.9% (n = 33) were not sure 
about advising the investigation. Similar to the USG KUB 
investigation, 9% (n = 20) believed that there is no change in 
the management if there is UTI, and 44.3% (n = 98) were not 
sure about the same [Figure 3c and d].

Majority of paediatricians (71.5%, n = 158) advocated waiting 
up to 1 year of age before advising on circumcision surgery. 
However, 12.7% (n = 28) believed that circumcision should 
be done soon after diagnosis, whatever the age may be; 
7.2% (n = 16) believed in waiting up to 1 month of age and 
7.2% (n = 16) advised waiting up to 5 years of age. A very 
small proportion, 1.4% (n = 3) believed waiting up to 10 years 
of age before going forward for surgery.

Regarding the follow‑up of these cases, 58.8% (n = 130) of 
participants followed up the referred cases, 31.7% (n = 70) 
followed up the cases only if the patient reverted after referral 
and 9.5% (n = 21) never followed up the referred cases.

Majority of our responders, 69.7% (n = 154) still believe all 
cases of phimosis should be referred to a paediatric surgeon 
and only few of them, 14.5% (n = 32) believed consulting 
paediatric surgeon and advising a conservative management, 
10.4% (n = 23) advised conservative management themselves, 
while 5.4% (n = 12) feel referring only indicated cases.

Discussion

Phimosis is one of the most common complaints bringing a 
child to a child physician. Parents are always over‑anxious and 
over‑concerned about this nonretractibility of the foreskin in 
their infant or toddler. Most of these cases end up in surgical 
interventions in the form of circumcision. Analyses of medical 
records carried out in England and Western Australia revealed 
that medically indicated circumcisions were seven times more 
than the expected incidence of phimosis in children <15 years 
of age,[3,4] implying that there is a high rate of unnecessary 
circumcisions.

In physiological phimosis, the distal portion of the foreskin 
is healthy and pouts with gentle traction. The narrowed part 
is proximal to the preputial tip. This differs from pathological 
phimosis, wherein gentle traction leads to the formation of 
a cone‑shaped structure with the distal narrow part being 
white and fibrotic. The meatal opening is also narrowed 
in most cases. It is important to distinguish between these 
two types of phimosis because their treatments vary widely. 
Whereas physiological phimosis only needs a conservative 
approach, surgical management seems justified in pathological 
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phimosis.[2] However, paediatricians are not trained enough 
to distinguish between these two types of phimosis.[4] Their 
misdiagnosis leads to unnecessary anxiety in parents due 
to over‑referrals to paediatric surgeons for circumcision. 
Of the cases referred to a surgeon clinic, it was found 

that only 8%–14.4% had ‘true’ phimosis needing surgical 
intervention.[2,5]

The incidence of pathological phimosis is 0.4/1000 boys 
per year; that means only 0.6% of boys are affected by their 
15th birthday. This is much lesser than physiological phimosis, 

Figure 1: (a) Frequency of common presenting complaints, (b) Initial management

a b

Figure 2: (a) Knowledge of physiological adhesion and conservative management, (b) Advocation of counselling for surgery

a b

Figure 3: (a) Advising ultrasound of the kidneys, ureters and bladder to patients, (b) Change in management with backpressure changes, (c) Advise 
of urine routine examination, (d) Change in management with presence of urinary tract infection

c d

a b
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which is common in younger children and improves with 
age.[4] Diagnosis of phimosis is primarily clinical and no 
laboratory tests or imaging studies are required. These may be 
required for associated UTIs or skin infections.[6] Management 
depends on the age of child, type of nonretraction, the severity 
of phimosis, cause and associated morbid conditions,[2] thus 
distinguishing it to be a physiological or a pathological 
phimosis.

In cases of preputial adhesion, parents and caretakers are 
to be assured that the condition is normal for the age of the 
child and can be taken care of by keeping the foreskin and its 
undersurface clean. This has to be demonstrated to the parents 
and verified whether they have understood the same. Normal 
washing with warm water, sitz baths and daily retraction of 
the prepuce gently during bathing with the maintenance of a 
good preputial hygiene causes the prepuce to retract behind 
the glans over time.[7]

Van Basten et al.[8] in their study on the use of topical steroids 
on 1121 boys with unretractable prepuce for 4–8 weeks found 
that 75% of patients had achieved complete retractibility of the 
prepuce, i.e., behind the corona glandis without any systemic 
or local adverse effects. Steroid topical cream is a painless, less 
complicated and more economical alternative to circumcision 
for treating physiological phimosis. Success rates are quite 
high, especially when patient selection is appropriate and 
parents are adequately instructed on the application. Compared 
to circumcision, these less‑invasive techniques are associated 
with lower morbidity and cost.[9]

Parents’ participation in providing proper care for this 
condition is crucial and it is the physician’s duty to guide 
them with proper methods of preputial care. In a child 
younger than 1 year, it is adequate just to see the meatus. 
Between the age of 2 and 5 years, local care should consist 
of careful retraction and cleaning during bathing with 
progressive exposure of the glans. Forcible retraction should 
be avoided because it causes pain and bleeding, contributing 
to future adhesions and stricture formation that might lead to 
pathological phimosis.[10]

Phimosis needs to be differentiated from non‑retractile 
prepuce, which is the rule in young children. The mere 
thought of referral to a paediatric surgeon creates a great 
anxiety among the parents. Paediatricians should be trained 
about distinguishing these two types of phimosis to avoid 
parental anxiety of unnecessary referrals to a paediatric 

surgeon or an urologist. Newer non‑surgical modalities such 
as topical steroids are effective, safe and cost effective for 
the treatment of phimosis in children and alleviate parental 
anxiety. Parents should be made aware of these measures to 
treat phimosis.[2]

There is no such study found in literature finding the 
awareness of phimosis and its management among 
paediatricians. We formulated our questionnaire based on 
our daily experiences of referral patients of this common 
condition and the reactions and the apprehension of the 
parents after referrals.

Conclusion

Phimosis is a common condition which can be addressed by the 
paediatricians themselves. Awareness is to be increased among 
them, especially during training period regarding the proper 
management of this common condition, avoiding parental 
anxiety and unnecessary circumcisions.
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